Oklahoma
Care MEMBER FRAUD REFERRAL

Authority

GENERAL INFORMATION

Caller Last — . Phone
Name: First: Date: Number:
Member Last —— Phone
Name: First: M.I. Number:
Member City: State: Zip:
Address: y: ) P
Children(s) Member ID# or SSN:
Name:
Report Title of Reporter
Prepared by: Reporter: Number:
PLEASE PROVIDE ALL THAT APPLY

ALLEGED REPORTED
|:| Income |:| Income
|:| Unearned Income |:| Unearned Income
|:| Household Members |:| Household Members
|:| Third Party Liability Insurance |:| Third Liability Insurance
|:| Resources |:| Resources
|:| Cash |:| Cash
|:| State of Residence |:| State of Residence
|:| Other |:| Other
|:| Other |:| Other

Allegation: (Please provide as much detail as possible)
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